HISTORY & PHYSICAL

PATIENT NAME: Campbell, McKennis Judith

DATE OF BIRTH: 04/22/1937
DATE OF SERVICE: 11/07/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female. The patient with multiple medical problems of hypertension, hyperlipidemia, and previus right MCA stroke with left-sided weakness. She came to the emergency room at John Hopkins with fall. The patient was evaluated. She had a fall while she was going to the rest room to use walker to ambulate. After the fall, she was brought to the hospital and patient was evaluated. She had a severe pain in the left ankle. She was noted to have a fracture and trimalleolar fracture left ankle with posterior dislocation with talotibial joint. The patient has a known previous CVA with ambulatory dysfunction. Recently, she has declining overall daily function and multiple falls recently. She has a MRI done an outpatient in September 2018 shows acute watershed infarct in John Hopkins. She was evaluated by neurology because of aphasia, leg weakness, and concerning for the new stroke. Neurology recommended CT head and neck that showed bilateral chronic MCA stenosis. EEG does not show any seizure activity. The patient was monitored closely. The Echo Bubble study was nonconclusive. Physical therapy saw the patient they recommended subacute rehab. Trimalleolar fracture of the left ankle orthopedic consulted they did close reduction. CT of the lower extremity done shows comminuted fracture of the medial malleolus without significant displacement, oblique fracture extending from the posterior tibia malleolus into the articular surface, spiral fracture of the distal fibula without displacement. No ankle dislocation was observed on CT scan. Cast was placed by orthopedic surgery and they recommended to follow outpatient in two weeks by orthopedic and pain medication was advised by them. She has a UTI was treated and E. coli UTI with ampicillin treated. For hypertension, she was maintained with blood pressure medication. After stabilization, the patient was sent to subacute rehab. When I saw the patient today, she is lying on the bed. She has a pain and ache in the ankle get relief with pain medication. No headache. No dizziness. No cough. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY: As I mentioned:

1. Hypertension.

2. Hyperlipidemia.

3. Right MCA stroke with left-sided weakness.

4. Ambulatory dysfunction and use walker at home.

5. History of recent fall with fracture of the left ankle.
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PAST SURGICAL HISTORY: She has a history of hip surgery, history of laminectomy, history of lumbar laminectomy, and discectomy.

CURRENT MEDICATIONS: Upon discharge, prednisone she was taking before was advised to stop and zolpidem she was advised to stop at the hospital. Upon discharge, she was advised to take aspirin 81 mg daily, atorvastatin 80 mg daily, lidocaine patch 4% for the pain, nitrofurantoin 100 mg twice a day to complete the course of UTI, oxycodone 5 mg every eight hour p.r.n., MiraLax 17 g daily, sennoside two tablets twice a day, lisinopril 5 mg daily, and Prolia subcutaneous injection as advised by the hospital duration of her osteoporosis the dose will be verified from the hospital they have not clearly mentioned the dose.

SOCIAL HISTORY: Lives with her husband. She used to smoke but quit smoking. No drug abuse.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Pain in the ankle.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Musculoskeletal: Difficulty ambulation and generalized weakness.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and cooperative.

Vital Signs: Blood pressure is 122/58, pulse 82, temperature 98.2, respiration 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Left leg cast is in place.

Neuro: She is awake, alert, and oriented x3. She has left side weakness from the previous stroke.
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ASSESSMENT:

1. The patient has been admitted with status post fall with fracture right malleolar left ankle.

2. CVA.

3. Left-sided weakness.

4. History of expressive aphagia.

5. Urinary tract infection.

6. Hypertension.

7. History of osteoporosis.

PLAN: We will continue all the current medications. Followup labs, electrolytes, OP/OT, and orthopedic followup. Care plan was discussed with the nursing staff.

Liaqat Ali, M.D., P.A.

